Background: There is limited information available on the clinical profile of asthma patients reporting at teaching hospital. Objective: The objective was to evaluate clinical profile of bronchial asthma patients reporting at teaching hospital. Materials and Methods: A prospective study of bronchial asthma patients over 15 years of age was conducted at Mahatma Gandhi Medical College and Hospital, Jaipur over a year (July 2010 to June 2011). Asthma was diagnosed on detailed history, clinical examination and spirometry having obstructive pattern with reversibility showing increase in forced expiratory volume in 1 st sec by 12% and 200 ml from prebronchodilator value. Besides demographic data, smoking habit, atopic symptoms, and family history suggestive of asthma also collected. Results: Total, 151 cases of bronchial asthma included. Maximum were male (80.8%) and urban (65%). Most cases (52.9%) were in age group of 16-30 years followed by 32.5% in 31-45 years. More than half (55.6%) belonged to the middle class in society. Majority (74.2%) were nonsmokers. Most common symptoms were cough, wheeze, and breathlessness 98.7%, 90.1%, and 88.1%, respectively. Nocturnal awakening was present in 2/3 rd cases. Rhinitis (65%) was most common associated condition. Almost equal number of cases had seasonal and perineal pattern of symptoms, with increased severity mainly in autumn (n = 53) and spring (n = 42). Family history of atopy was present in 1/3 rd patients. Nearly 3/4 th cases were newly diagnosed, and 1/4 th were previously diagnosed. More than 50% of these newly diagnosed asthma cases belonged to moderate severity grade. Among previously diagnosed cases (n = 40), spirometry was used in only 20% cases for diagnosis of asthma, and only 20% had their asthma under control at the time of reporting. Conclusion: Asthma is a disease of young age, with rhinitis as most common associated co-morbidity. Spirometry is poorly used by practitioners in diagnosing asthma with poor control of asthma among previously diagnosed cases. This reflects a lack of awareness of use of spirometry for diagnosis and inadequate advice of treatment.
INTRODUCTION
Asthma is a heterogenous disease, usually characterized by chronic airway inflammation. It is defined by the history of respiratory symptoms such as wheeze, shortness of breath, chest tightness, and cough that vary over time and in intensity, together with variable expiratory airflow limitation (global initiative for asthma [GINA] 2014). [1] Asthma is currently one of the world's most common long-term noncommunicable disease; affecting about 300 million people worldwide [2, 3] and number could increase further by another 100 million by year 2025. [1] Prevalence of asthma among developed countries is more (2.7-20%) [4] [5] [6] [7] [8] [9] than reported from India. [10] On intensive search of medical literature on PubMed we were unable to find studies depicting clinical profile (demographic, symptom pattern and staging etc.) of patients of bronchial asthma reporting at outpatient department (OPD) of a teaching hospital. Few studies were available on the profile of asthma patients admitting at the emergency department. [11, 12] To best of our knowledge, studies reported from India related to the profile of asthma patients reporting at OPD of teaching hospital are lacking. In view of these facts, this study was planned to know the clinical profile of patients of bronchial asthma reporting at respiratory medicine OPD of teaching hospital.
MATERIALS AND METHODS
The study was conducted over 1-year period (July 2010 to June 2011) in the Department of Respiratory Medicine, Mahatma Gandhi Medical College and Hospital, Jaipur. Patients over 15 years of age were included. Those presenting with emphysema, acute ischemic heart disease, left ventricular failure, myocardial infarction, and bleeding disorders were excluded. The patients were evaluated in OPD of the department and details of the demographic profile including socioeconomic status, [13] atopy, detail history, and current asthma attack were recorded. Complete blood investigations, ski gram chest, paranasal sinuses, and spirometry were done in each case. Spirometry was performed using ndd Medizintechnik AG true flow ™ . Baseline forced expiratory volume in 1 st s (FEV 1s ) was determined. Two puffs of levosalbutamol (100 µg) were administered and after an interval of 15 min, spirometry was repeated to determine reversibility. Diagnosis of asthma was accepted on increase in FEV 1s by >12% and 200 ml in comparison to the baseline value, as laid by GINA earlier and also same in GINA 2014. [1] FEV 1s value determined by spirometry was taken as a measure of severity of asthma. Grading of asthma severity was done using GINA guideline. [1] 
RESULTS
The study included 151 cases, of these 111 were diagnosed at our department. Majority of the cases were male (80.8%). Urban cases (65%) were more. Most of the cases (74.2%) were nonsmokers. Maximum cases (55.6%) belonged to the middle class in society [ Table 1 ]. 85.4% cases of bronchial asthma were below 45 years [ Table 2 ]. Among respiratory symptoms, cough was most common symptom (98.7%), followed by wheeze (90%), breathlessness (88%), chest tightness (65.5%), nocturnal awakening (65.5%), expectoration (41%), and chest pain (21%). Among associated conditions, rhinitis was most common (65%), followed by sinusitis (34.4%), conjunctivitis (29%), urticaria (8.6%) and ear itching (7%). Diurnal variation of symptoms was present in 92% cases. Maximum patients had symptoms at early morning (81.4%) and nocturnal (68%). Seasonal and perineal presentations of symptoms by cases were 50.3% and 49.7%, respectively. Maximum cases (65.8%) of bronchial asthma were reported in the months of March and April and august to November [ Table 3 ]. Family history of asthma and or rhinitis was in 35% cases. Among cases diagnosed at our center, 61.3% had asthma severity of moderate to severe persistent grade at the time of presentation [ Table 4 ]. Among previously diagnosed cases (n = 40) of asthma, spirometry for diagnosis was used in only 20% cases by treating practitioners. Among cases treated by these practitioners, only 20% had their asthma symptoms under adequate control while 37.5% had partial control and 42.5% had uncontrolled asthma. 
DISCUSSION
Bronchial asthma is a chronic inflammatory disease of airways, prevalent worldwide with variable geographical and seasonal pattern. Disease is under diagnosed, under and poorly treated with poor compliance. In the present study more than 4/5 th cases were males which are also reported by others. [10, 14, 15] Our study showed maximum cases (65%) were from the urban area, which is also supported by one air study [16] conducted in Spain. In our study, maximum cases (>50%) were in age group of 16-30 years which is also supported by other studies. [14, 15] More than half of the cases belonged to the middle class while Olufemi et al. [14] and Eisner et al. [17] reported maximum cases belonging to lower socioeconomic group. The higher rate of asthma cases in our study belonging to the middle class may be due to more patients coming from urban areas. Family history of asthma and or rhinitis was in more than 1/3 rd cases in our study. Our study showed cough as most common respiratory symptom, also reported by others. [10, 14] In our study, maximum cases reported in months of August, September, and October followed by March and April. Rhinitis (65%) was most common associated condition, similar to reported in other studies. [11, 12, 18, 19] In our study, among newly diagnosed asthma cases, 12.6% were in intermittent severity grade, while remaining 87.4% were in persistent severity grade (26.1% mild, 42.3% moderate, and 19% severe), while one air study [16] reported 61.5% cases in persistent (29.4% mild, 27.2% moderate, and 4.9% severe) and 38.5% in intermittent severity grade. This reflects that larger percentage of asthma patients remain untreated in the community. As a result, their asthma progresses in severity. There is probably the lack of asthma knowledge among treating physicians. Progression of asthma severity can be prevented by timely diagnosis and proper management. Among previously diagnosed asthma cases only 20% had adequate control of symptoms showing poor awareness of asthma management, as supported by others. [20] [21] [22] [23] [24] 
CONCLUSION
Our study concludes that bronchial asthma is a disease of young age with rhinitis as most common associated co-morbidity. Most of the cases of asthma reported in autumn and spring seasons, possibly related to high levels of pollen in the environment and are worst seasons for asthma patients. There is a need of asthma awareness program for general practitioners for timely diagnosis and proper management of asthma. Spirometry is poorly used by practitioners in diagnosing asthma with inadequate advice of treatment leading to poor control of asthma. 
